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Abstract 
ED overcrowding has been an issue for Facility X pre-COVID19 and has been exacerbated 
following the first shelter in place mandate around March 2020. Facility X had proposed to 
increase the amount of interfacility transfers (IFT) to mitigate overcrowding and, hopefully, 
improve patient outcomes. 2020 Census data had shown that patient satisfaction scores and 
Nurse Daily Engagement scores were down; leading Facility X to believe that there can be 
improvements made to the IFT workflow and communication. Patient interviews also revealed 
that not all patients were satisfied with how they were treated during the IFT process. This 
quality improvement project focused on improving the IFT workflow through the 
implementation of a rapid workshop. Stakeholders all throughout the ED attended this workshop 
to collaborate and resolve underlying issues within the IFT processes. A revised IFT workflow 
and AIDET communication framework (Acknowledge, Introduce, Duration, Explanation, Thank 
You) was developed by the end of the workshop. Three education sessions were then hosted to 
disseminate what had transpired during the rapid workshop and the AIDET framework tool was 
delivered to remaining ED staff. The tools utilized to measure the success or failure of the 
quality improvement was through staff surveys and the daily number of IFTs. Pre-intervention, 
41% of the 17 staff members surveyed felt they were slightly or not comfortable with 
communicating IFTs with patients and about 77% of them were sometimes, rarely, or never 
using AIDET during their patient interactions. After implementation of the new IFT workflow 
and AIDET script, 100% of the 21 staff members surveyed were comfortable or extremely 
comfortable discussing IFTs with patients and 61% of staff sometimes or usually used AIDET 
during their interactions. Post-intervention, daily IFT goals were consistently achieved from an 
average of about three patients transferred per day to five or more transfers. IFTs will continue to 
be an important metric to maintain, while ED admissions continue to increase, due to location, 
representation, and COVID19 trends. With this in mind, IFT improvements will need to be 
upheld in order to keep the key metrics trending positively and ED overcrowding to a minimum. 
Keywords: ED overcrowding, Interfacility Transfers, AIDET, Quality Improvement, 
Nurse Daily Engagement 
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Section II  
Introduction 
 Emergency department (ED) overcrowding and boarding have been issues for EDs across 
the nation for the last few decades. ED overcrowding has been exacerbated by the occurrence of 
COVID-19 in early 2020. Increased patients in the ED, boarding, and delayed transfer to 
inpatient beds for high acuity patients significantly lowers clinical outcomes (Lord et al., 2018). 
ED boarding and transferring pose complex challenges with numerous stakeholders playing 
integral parts in getting patients from the ED to an inpatient bed.  
Facilities with the ability to perform interfacility transfers (IFT) can be advantageous as it 
is more likely to find available beds for ED-boarded patients. At first glance, the ED IFT process 
may not seem any different from an interhospital transfer, but it presents greater challenges. Not 
only is there more documentation and paperwork needed (inclusion of the EMTALA forms), but 
admitting and receiving providers, nurses, the resource center, and American Medical Response 
(AMR) needs to be coordinated and ready to safely and effectively transport patients to receiving 
facilities. Currently, the IFT process at Facility X can take several hours depending on the 
patient’s acuity, availability of beds, and AMR response time.  
Facility X has aimed to decrease the IFT time to below three to four hours as well as 
other metrics including: increasing the amount of transfers a day from three and a half to five 
patients a day, increasing the transfer rate per month to 28% from 15%, decrease ED admit 
length of stay (LOS), and decrease usage of specialty beds at their main campus by the end of 
2020. Faculty also pinpointed that patient satisfaction may have been compromised by the 
increase in ED workload and increased pressure to transfer patients. In the past year, numerous 
negative patient accounts were recorded, including the original incident which spurred the need 
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for change. Highlights of that incident are available in Appendix A. Facility X is making strides 
to minimize events like that and improve patient-staff interactions immediately through 
implementation of rapid changes.  
Problem description 
Facility X is a modern, not-for-profit, state-of-the-art hospital in San Francisco, CA. 
Known as the flagship campus, Facility X is one of three campuses in the area. Every campus 
offers different specialties to cater to the needs of all individuals residing in San Francisco. Some 
of the services that Facility X specializes in are organ transplants, complex gerontology, 
cardiovascular care, maternity care, and pediatric emergency and specialty services. Facility X’s 
ED department is open 24-hours a day and seven days a week and offers complete, emergent 
care to all income levels. 
Facility X’s ED has seen an increase in patients varying from COVID-19 positive 
patients to cerebrovascular accidents and everything in between. Due to the high demand of 
specialty inpatient beds (can be described as telemetry beds, beds equipped with ventilation 
features, etc.), Facility X has made a conscious decision to prioritize admitting patients with 
specialty needs and execute IFTs for those who are stable and can receive their services at one of 
the two other sister-hospitals. When viewing the IFT bar graph in Appendix B, we can see steady 
increases in the number of patients and IFTs after April 2020 (correlating to the start of COVID-
19 shelter in place and the rapid increase in cases). Not a single month in 2020 reached the 28% 
IFT goal. Although IFT rates have been trending in the right direction, Facility X would want to 
get more patients in inpatient beds at other campuses in order to: decrease ED LOS, potentially 
increase patient outcomes and satisfaction, increase the availability of specialty beds for patients 
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with specialty needs, and mitigate ED revenue loses by placing patients in inpatient rooms 
quicker (greater than three and a half hours in the ED equals lost revenue).  
Facility X falls short in certain patient satisfaction metrics when it comes to IFT and 
overall patient care at their hospitals. Within the February 2021 Nursing Daily Engagement 
Census located in Appendix C, Facility X and their affiliated campuses have much room for 
improvement when it comes to provider and nursing communication with patients. The items in 
red signifies units and HCAHP domains that need improvement and green meets target scores. 
This metric was utilized to evaluate the ED because ED HCAHP scores are usually blended into 
the unit their patients are admitted into. What we can infer is that Facility X and the other 
campuses need to improve communicating and informing their patients in all facets of care. As 
stated earlier, Facility X has had numerous negative patient experiences with one account 
documented and utilized in Appendix A to showcase how an IFT can go awry. This is what 
spurred the need to revisit the IFT workflow as well as the framework for patient 
communication. This project was developed for quality improvement purposes only and not for 
research (represented by the statement of determination in Appendix D).  
In order to validate changes, staff surveys and patient interviews were performed. Staff 
surveys yielded 17 responses and revealed that 41% or staff members feel there was a problem 
with the IFT process. Only 41% of surveyed staff were comfortable with initiating and/or having 
conversations with patients regarding IFT. A staggering 76% of staff received little to no 
information or training regarding IFT communication and 71% of staff revealed they were not 
familiar with the current IFT workflow and responsibilities. In conclusion, the majority of staff 
were not familiar with the current IFT workflow, their responsibilities within the process, and 
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had no proper training or information regarding proper communication techniques. Appendix E 
showcases the survey data results.   
Utilizing the same staff surveys, we assessed the usage of a communication tool known 
as AIDET that should already be widely used at Facility X. What is AIDET? AIDET is a 
healthcare communication tool that stands for Acknowledge, Introduce, Duration, Explain, and 
Thank you. This communication tool was designed to give healthcare workers a framework to 
follow during patient communications. While assessing the literature, there was significant 
evidence that supports the validity of utilizing AIDET during patient communications that will 
be covered in the next section. Within the staff survey, 83% of staff knew about the AIDET tool, 
but only 24% of staff utilized the tool during patient interactions. Equipped with this knowledge, 
we aimed to utilize the AIDET tool to create an IFT communication script/outline for staff to use 
during IFT conversations. The reason to utilize AIDET to frame the script was to use an 
Evidence-Based model that staff were familiar with. This would hopefully increase staff 
utilization of AIDET during IFT communication with patients. 
In order to gather a greater perspective of patient experiences during the IFT process, 12 
patients who have gone through the IFT process were interviewed. The interviews were casual 
and questions framed with the use of AIDET. The questions can be found in Appendix F and the 
interviews will be briefly explained in the following paragraph. The standout questions assessed 
how well informed the patients felt about the IFT process, who initiated the IFT conversation, 
and a rough estimate of the time spent in the ED.  
Majority of patients expressed that they felt informed or that they “had” to be transferred, 
so they obliged with the IFT process. Patients stated that both nurses and doctors initiated the 
IFT process conversation, which goes against the current IFT workflow process. Lastly, most 
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patients stated an IFT process lasting several hours with a few patients stating six-plus hours, 
which is significantly longer than the projected three and a half hours in the IFT workflow. Two 
patients expressed negative IFT experiences. One felt that they were not in a coherent state to 
consent to a transfer and would have appreciated staying at Facility X. The other patient stated 
that they felt like they had no say in the IFT decision making process and voiced that there were 
various instances of missed communication. The second patient stated “I was told at facility X 
that I would need surgery, but when I got here (current hospital) they said surgery was not 
likely.” Although a small sample size, it should be a priority to minimize or completely prevent 
these occurrences from happening and standardize workflow, so all patients are treated fairly and 
equally.       
Literature Review  
In order to validate the use of AIDET and revisions of the current IFT workflow, there 
were several Evidence-Based Practice articles to filter through. A PICO (population, 
Intervention, Comparison, and Outcome) question was developed to help guide the research. The 
PICO question proposed: among patients transferring from the ED to an inpatient bed at a sister 
campus (P), does an updated inter-facility workflow and improved patient communication (I), 
compared to no improvements to workflow processes and scripting (C), improve the overall 
patient experience while being transferred (O).   
The acronym AIDET once again stands for Acknowledge, Introduce, Duration, Explain, 
and Thank You. Studer Group, the developers of the AIDET communication tool, states that 
AIDET is a communication tool to help healthcare professionals outline their patient interactions 
in a way to “decrease patient anxiety, increase patient compliance, and improve clinical 
outcomes” (Huron, 2020). Studer Group also states that AIDET can be used within provider-to-
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provider communication as well, but this report will not assess the effectiveness of this tool 
between these parties. Over a 15-year span, the Studer Group has observed AIDET in practice in 
hospitals, health systems, and medical practices to conclude that AIDET can: “Improve patient 
and customer perception of care or service, decrease anxiety (for staff and patients) and increase 
compliance resulting in better clinical outcomes, build patient and customer loyalty, and ensure 
service providers deliver consistent measures of empathy, concern, and appreciation” (Huron, 
2020). Utilizing a tested and reliable communication tool is important when trying to change the 
culture in a fast-paced environment because the evidence validates its efficacy and no additional 
testing needs to be done.  
In accordance to Susan Barber’s (2018) qualitative analysis of AIDET, “According to 
2016 polls, only 65% of patients were satisfied with their care and many patients want the 
comfort of a caring staff member who will not only provide the best care possible, but will 
deliver it in a compassionate and respectful manner” (p.419). AIDET was a tool highlighted 
throughout the article as a framework that providers used to make their patients, including the 
author, feel more acknowledged, respected, cared for, and have an overall more positive 
experience. Susan Barber (2018) also observed that, “when health care professionals fail to 
employ the AIDET framework, patients often feel unimportant, ignored, and uninformed” 
(p.419). She also went on to reveal her own negative experience in an ED, where she had left 
after a few hours due to inattentive and uncaring staff (Barber, 2018, p.420). It is intriguing to 
see the positive effects AIDET can have on patient experience, which validates the use of this 
tool to help improve patient experiences at Facility X during IFTs.  
AIDET can have positive impacts on patient experience from a qualitative perspective, 
but from a longitudinal perspective, can communication tools like AIDET play a large role in 
Improving Patient Experience and Staff Workflow During ED to Inpatient                   10 
patient satisfaction? Dr. Amber Irwin (2019) put that to the test during her study and 
implementation of AIDET in a rural, urgent care health center. The health center was suffering 
from wait times eclipsing 21-plus minutes, with some patients reporting waiting an hour or more, 
and poor patient satisfaction scores. An eight-week change project was implemented to focus on 
improving patient interactions and communication through the rapid implementation of AIDET   
in hopes of improving patient satisfaction scores.  
By the end of the eight-week change project, faculty saw a positive improvement in 
patient satisfaction scores from a pre-intervention average score of 23.26 to a post-intervention 
score of 31.52. That was an 8.26% increase in patient satisfaction with wait times staying 
constant. The patient with the longest wait time of 90-plus minutes delivered a high satisfaction 
score despite their wait time. The glaring limitation to this study was a small sample size of 
patients in a rural area, but Dr. Irwin (2019) was able to conclude that “Evidence-Based Practice 
communication tools such as the AIDET protocol can be used in both the ED and in rural urgent 
care settings, where long wait times can negatively impact patients' experience and outcomes.” 
Staff at Faculty X can improve upon their usage of AIDET in order to create better experiences 
for their patients.  
Alongside AIDET, Evidence-Based Practice literature analyzes ways to improve IFT 
workflow to better patient outcomes and improve target metrics. A study done in Northwest 
London on all critical care transfers highlighted steady improvements in interfacility transfer 
incident rates with some variability between 2015-2019 (Bonnici et al., 2020). An average 
incident rate of 5.74% was still significant enough to warrant improvements. Bonnici et al. 
(2020) stated two areas of concern: handover processes (including inappropriate and incomplete 
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documentation) and a lack of formal transfer training from the receiving team (including 
planning of equipment, transport, staffing seniority, and methodology of handover processes).  
The medical team developed a transfer training process that targeted appropriate ward 
and medical staff members without critical care experience. The training included improved 
organization, knowledge of equipment, proper personnel, and proper verbiage and written 
language used in documentation and SBAR communication. eight-months after the 
implementation of the program at the Chelsea site, “there were no recorded incidents concerning 
enhanced care/ward patient transfers at the acute assessment unit” (Bonnici et al., 2020). There 
were no recorded incidents over an eight-month period, which was a staggering result and was a 
product of proper training and standardization of workflow. This instance validated the 
importance of proper IFT training and influenced the decision to implement staff education 
sessions on the newly revised AIDET framework.  
It is important to gather perspectives from multiple stakeholders within the IFT process. 
Physicians play one of the, if not the biggest role in the IFT process because they have the 
clinical judgement to warrant transfer, diagnose the patient, place appropriate orders, and write 
proper documentation to transfer patients safely and efficiently without harm. Dr. Mueller and 
Dr. Schnipper (2019) wanted to gain the perspective of 145 accepting physicians regarding 
problems encountered during the transfer process. During their study they concluded the 
following areas of concern:  
Deficiencies in communication and information exchange at time of patient transfer were 
commonly encountered, including differences in physician and patient expectations of 
care upon transfer, time of day of patient arrival, and lack of necessary transfer records at 
time of patient arrival. Additionally, lack of availability of transfer records at time of 
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patient arrival and the time of day of patient arrival were felt to pose safety risks to 
transferred patients (Mueller & Schnipper, 2019, p.89).  
Many of the issues highlighted above were congruent with the issues found in the IFT rapid 
workshop performed at Facility X (which will be discussed in the intervention section of this 
paper). One problem that stood out in particular was a patient and provider disconnect regarding 
an understanding of goals. Dr. Muller and Dr. Schnipper (2019) stated, “Existing research 
similarly demonstrates poor concordance between cited reasons for transfer among patients, 
transferring physicians, and receiving physicians. Collectively, this implies the existence of 
deficiencies in communication at time of patient transfer, which could arguably affect both 
patient and provider satisfaction with the transfer process.” What can be concluded is that 
communication is an integral piece of the IFT process that plays a significant role in patient and 
provider experiences, respectively. Finding ways to improve provider to provider and provider to 
patient communication can be done with the implementation of standardized workflow and 
Evidence-Based Practice communication tools like AIDET at Facility X.   
 The last article to further support the need for IFT improvements is about IFTs of 
pediatric patients to general floors. Although the article reviews a specific population of patients, 
a lot of similarities arose between ED to inpatient IFT and hospital-to-hospital transfer of 
pediatric patients. According to Rosenthal et al. (2016), “communication challenges exist during 
interfacility handoffs, such as negative effect on patient care, interpersonal provider conflict, 
being time consuming or inconvenient, or leaving physicians with unanswered questions.” Their 
qualitative study was unique due to their specific population of children with specialty health 
care needs (CSHCN). CSHCN proves to be an even greater challenge than general IFTs due to 
the acuity of these patients and the level of specific care that needs to be provided.  
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Pediatric care is unique and demands more thought and effort in every step of the care 
process. Communication, documentation, respect, transparency, and smooth handoffs are all 
components’ providers need to practice with pediatric patients, if not all patients. Providers in 
this study voiced problems with lag time between initiation of IFT to arrival, inefficient 
communication between providers and resource personnel, lack of open communication and 
feedback between admitting and receiving physicians, and an overall lack of trust (Rosenthal et 
al., 2016). The underlying problem is a lack of sound communication between all parties of the 
IFT process. This study is not limited to CSHCN, but findings can be utilized within general IFT   
improvements as well. Some of these communication areas will be discussed during the 
intervention section of this paper.   
Rationale  
 The change theory that guided this project was Lewin’s model of unfreezing, changing, 
and refreezing. Unfreezing is defined as the most challenging stage of the three stages due to the 
need to “break forces” or habits that have been practiced for so long. Not only does it take trust, 
buy-in, and a desire to change, but the people affected need to be willing to change in order to 
overcome their old tendencies. Diversion from individual beliefs and group norms need to be 
established in order for the group to move onto the change stage. In the unfreeze stage, Facility 
X and their group of nurse leaders gained leverage after ED and IFT metrics were not met, 
negative patient satisfaction accounts were turning up, and ED management knew there needed 
to be changes. Many of the stakeholders were already onboard to some sort of change and that 
made it easier to transition quickly to the next phase of Lewin’s theory. 
 The change stage is where most of the restructuring and collaboration takes place. During 
this phase people are learning new skills, transitioning to new ways of thinking, and getting 
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comfortable to new norms. Support and guidance are highly sought after and leaders should be 
ready and willing to offer help when needed. In the change stage, an eight-hour rapid workshop 
was held in order to make relevant changes to IFT workflow and communication. Stakeholders 
were present and able to talk through the current IFT workflow, identify flaws that needed 
changing, and created a framework to enhance patient and provider communication. More 
detailed descriptions of what had transpired during that workshop will be available in the 
intervention section of this paper. After the change has been made and processes start to solidify, 
the last phase of Lewin’s theory can commence.  
 The final stage of Lewin’s change theory is refreezing. In this stage, the group starts to 
practice and become comfortable in the new changes. Reteaching or polishing needs to occur 
with some stragglers, but overall, the changes are solidifying, people are starting to utilize the 
new practices more frequently, and changes, or lack thereof, can be observed. In the unfreeze 
stage, Facility X has seen promising improvements in IFT transfer frequency (measured by daily 
IFT goals) and decreased IFT times. What needs to be measured is the effectiveness of an 
AIDET-based framework during patient-provider communication through staff and patient 
surveys.  
Specific project aim  
The theme for this quality improvement project is communication and patient 
centeredness, patient inclusion in the healthcare team, and improving patient experience during 
all phases of the IFT process. We aim to improve patient experience at Facility X and its sister 
campuses. The process begins with improving the interfacility workflow to include proper 
communication between the healthcare team and patients the instant they arrive using AIDET as 
a framework to establish a more personal connection. The process ends with successful and safe 
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transportation of patients as well as patient understanding of their care plan and reason for 
transport. By working on the process, we expect to gain patients’ trust, alleviate suffering, 
enhance patients’ well-being, and empower patients’ to be involved in their care plan. It is 
important to work on this now because patients have voiced disapproval of their care and a lack 
of understanding of why they need to be transported between campuses. 
Section III  
Context  
Facility X’s ED has 36 state-of-the art, well-stocked, and well-equipped rooms. They see 
patients of all socioeconomic levels and ages unique to San Francisco. The unit consists of 
hospitalists, ED doctors, charge nurse, nurses, unit secretary, transportation, patient care 
assistance, and other players on-call. The ED sees patients of all acuity levels and specializes in 
cardiac and stroke care, but they are not considered a trauma center. Facility X’s ED has faced 
problems with patient boarding, a decrease in inpatient bed availability, and increased problems 
with patient satisfaction during IFT. The EDs prime purposes are to identify, treat, and cure (if 
possible) any acute health conditions, and if correction is not possible in a safe time frame, then 
the patient must be admitted into the proper unit.   
The IFT issues were initially brought up by the Nurse Leader who facilitated this quality 
improvement project. There has been a longstanding problem with overcrowding and a lack of 
inpatient beds at their facility since the start of COVID19. This prompted upper management to 
increase the need for IFTs to the other campuses, which also revealed opportunities to improve 
patient and staff communication. A Strength, Weakness, Opportunities for Improvement, and 
Threats (SWOT) analysis was developed to summarize the needs of this microsystem located in 
Appendix G. It is important to highlight that the ED had an IFT script and workflow available for 
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staff to access at any time, yet staff either were not aware they existed and they needed 
improvement. Results of pre- and post-intervention staff surveys will be discussed in Section IV. 
The budget plan for this project may seem steep, but the goal was to instill immediate 
system changes and education to increase patient satisfaction scores and outcomes long term. 
The costs included: paying stakeholders for attending the eight-hour rapid workshop, materials 
for workshop, and staff training materials, education, and time. In order to properly calculate all 
repayments for staff, hourly salaries were calculated and multiplied by time invested in 
meeting(s). This applied to the rapid workshop as well as pre-shift education sessions. The only 
materials used were printed materials to help supplement education to staff and food and 
refreshments for the workshop. The total cost of the intervention was $13,649.93. When looking 
at long term benefits, average savings of reducing ED boarding annually can save roughly $3.8 
million. Not to mention the potential increased reimbursements collected with improved patient 
satisfaction scores and outcomes. The potential savings projected can be exponential as long as 
staff adhere to daily IFT goals, continue the use of improved IFT workflow, and communicate 
intent and reasons for IFTs to all applicable patients. Appendix H showcases a cost-benefit table 
for a more detailed description of spending for this project.  
This quality improvement project occurred between January 2021 to May 2021. A total 
of 300 hours were devoted in and out of the facility. A Gantt chart was created to organize all of 
our actions utilizing the Plan, Do, Study, and Act cycle (Appendix I). The Plan phase occurred 
between the end of January and February where the IFT project and issues were initially 
presented, baseline data was gathered through staff and patient interviews, analyzed data was 
supplemented by the facility, and Evidence-Based Practice literature was reviewed on IFT 
workflow improvements and AIDET. The Do phase started in March and continued on through 
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May where revisions were made to the IFT workflow, the IFT workflow was implemented in the 
ED, staff training and education was delivered on IFT issues and the new IFT workflow and 
script, and compliance and check-ins are currently being assessed.  
The Study phase occurred during the month of April and included review of pre- and 
post-intervention data (which will be reviewed in the measures and results sections). Lastly, the 
Act phase started at the end of April and is currently being monitored through the month of May 
and into the foreseeable future. This phase will be theoretical as there will not be enough time to 
gain an understanding of further changes that need to be made to the IFT workflow and 
framework. Future changes, secondary surveys, and recommendations will be covered within the 
conclusions section.  
Intervention  
 The interventions implemented to improve the IFT workflow and communication 
included: rapid IFT workshop with stakeholders, creation and publishing of revised IFT 
workflow, creation and publishing of revised IFT script with AIDET framework, and pre-shift 
staff education sessions. Facility X utilizes a “move fast and break things” model of change. 
Coined by Mark Zuckerberg and many other technology giants, this model has been adopted by 
Facility X to create an innovative and quick approach to change; a model that differs from other 
healthcare facilities that takes months or years of rigorous planning to develop and implement 
changes in their organizations. This philosophy creates the need for rapid implementation of 
change(s) depending on what metrics need improvements at that time.   
With this in mind, the project team worked to gather stakeholders together to attend a 
rapid workshop to work on improving hospital inpatient capacity opportunities, role clarification 
and work inequity issues, ED admit length of stay, and the current IFT workflow and 
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communication. Workshop attendees included ED doctors from all three campuses to ED 
management and everyone in between. Inpatient capacity opportunities and daily IFT goals were 
discussed to get providers to understand how all three facilities can improve workflow or add 
workarounds to make the IFT process more seamless for providers and nurse supervisors. Some 
of the improvements included adding signatures to forms ahead of time without the need of 
approval, creation of virtual beds for easier documentation, and giving AMR enough notice to 
reduce transfer times. This was achieved by allowing providers time to break down the current 
workflow and specify where Facility X, the receiving facility, and nurse supervisors can save 
time, reduce unnecessary work, and get ahead. These changes will hopefully equate to improved 
IFT times (less than three hours), increased IFTs and inpatient admissions, and improved patient 
outcomes.  
The workshop also covered role clarification, work inequity issues, and ED admit length 
of stay, but will not be covered in this paper. IFT scripting was also discussed. They had 
presented an old script, which was short and straightforward. It did not allow for much room for 
explanation or clarity for the patient. AIDET was suggested as a framework to model the IFT 
script, which was well received. AIDET will be able to make the patient feel more appreciated 
and involved in their care. The providers thought that a script would not be necessary, but talking 
points that each staff member could model to their liking. The talking points included utilizing 
language the patient can understand, hyping up the receiving facility, fully informing patients 
about their care plan, involving the family (if possible), and being transparent with the patient 
about Facility X’s bed capacity issues. A copy of the AIDET framework and sample script is 
located in Appendix J.  
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After the rapid workshop, the improved IFT workflow and scripting were published and 
implemented by providers in the ED. This led to increased numbers of IFTs that met or exceeded 
target goals (five transferred patients per day). To further disseminate information to nursing 
staff, three pre-shift education sessions were held to educate nursing staff on workflow changes 
and improved IFT scripting. Results of the education sessions will be discussed in the results 
section through survey data.  
Study of Intervention 
 The tools utilized to measure the success or failure of the quality improvement was 
through staff surveys and the daily number of IFTs. Pre- and post-intervention surveys were an 
integral part of assessing the effectiveness of the changes made and to the IFT process. Staff, 
specifically nursing staff, interact with patients the most, thus they can better analyze how 
systematic changes can impact patient demeanor and their health. Assessing staff satisfaction is 
important to try to keep them as engaged and on-board with changes as possible. Post 
intervention questions will be available in Appendix K.  
Daily IFT metrics are important metrics to review because Evidence-Based literature 
states that communication, or lack thereof, can have a significant impact on the success, failure, 
and timing of IFTs. Improved communication between providers, nurses, and nurse coordinators 
are correlated to improved IFT time, which can positively affect patient outcomes. There is 
recognition that further assessing patient satisfaction, specifically related to the IFT process, 
needs to be completed to better understand how communication improvements have affected 
patient satisfaction. Discussion of survey results and recommendations will occur later in this 
paper.  
Measures 
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 The specific measures collected throughout the project were the 2020 IFT trends, daily 
IFTs, Nursing Daily Engagement (midnight census), how often AIDET was utilized pre- and 
post-intervention, and staff recognition of improvements regarding IFT. These metrics were 
utilized because they collectively showcase staff-to-patient and staff-to-staff IFT communication 




 The 2020 IFT trending data showcased that Facility X’s ED was not meeting the 28% 
transfer rate set up by Facility X’s administration. It also revealed steady monthly increases in 
IFTs, yet below target transfer rates. This signified that ED admissions increased with no 
changes in IFTs. After the rapid workshop, ED providers who attended the workshop agreed to 
prioritize IFTs higher when considering patients for ED to inpatient admissions. They would also 
attempt to get other providers to get onboard with this change. This was achievable by expanding 
the understanding of which patients are viable for transfers and getting more providers to 
participate regularly in IFTs. This led to consistently meeting daily IFT goals at five patients 
transferred per day from an average of 2.7 patients per day. This was calculated by dividing the 
total number of transfers by 365 days in a year.  
 AIDET utilization, IFT communication, and staff recognition of IFT improvements were 
all measured using pre-and post-intervention surveys. Collecting data on AIDET usage was 
important to assess because it helped gauge staff comfortability regarding the use of AIDET and 
how AIDET can help frame IFT communication. Pre-intervention, 41% of the 17 staff members 
surveyed felt they were slightly or not comfortable with communicating IFTs with patients and 
about 77% of them were sometimes, rarely, or never using AIDET during their patient 
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interactions. After implementation of the new IFT workflow and AIDET script, 100% of the 21 
staff members surveyed were comfortable or extremely comfortable discussing IFTs with 
patients and 61% of staff sometimes or usually used AIDET during their interactions.  
After AIDET scripting education and IFT workflow implementation, there have been 
significant improvements in comfortability with discussing IFTs and increased usage of AIDET. 
This was further evidenced by 95% of staff identifying an improvement in overall IFT 
communication throughout the transfer process. Through further assessment and collaboration 
with providers, there needs to be a collaborative effort to relay IFT information to patients from 
doctors and nurses to ensure continued improvements and decrease lapses in communication. 
Post-intervention results can be found in Appendix L.  
 There were a few unintended circumstances that had arisen during the duration of this 
quality improvement project. The first circumstance was the dynamic of the ED hospitalists and 
ED doctors. There was an initial understanding that all providers received system changes at the 
same capacity. Through the duration of this project, there has been a realization that not all 
doctors have or want to adapt to facility changes, which makes it tough for other doctors to have 
to pick up slack or continue to focus on adopting changes. In this case, not all doctors participate 
in IFTs due to liability concerns. There is a better understanding that not all individuals will 
adapt to change well, and those few stragglers can hinder the success of a change project and 
hurt those who are willing to adapt.  
 The second unintended circumstance was recognized during post-intervention staff 
interviews that revealed nurses have a different view of IFT challenges. This project took an 
approach from the perspective of ED doctors and hospitalists. Although there was representation 
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from one nurse during the rapid workshop, that person did not highlight these issues. The nurses 
interviewed stated that there are problems regarding the EMTALA form.   
A lot of these issues stemmed from a recent EMTALA incident that occurred post-rapid 
workshop. This created stricter guidelines regarding the signing of EMTALA forms, more 
succinct patient assessments, and more detailed documentation. This created issues for nurses 
regarding their roles and responsibilities regarding the EMTALA form. This incident also 
changed the prioritization of IFTs for ED staff. This made communication with management and 
coordination difficult during the final phase of this quality improvement project.  
Despite the unforeseen challenges, this quality improvement project was successful in 
implementing workflow improvements and communication tools to better patient experiences. 
This was evidenced by increased daily IFTs as well as positive staff survey data. Providers and 
nurses seem to be onboard with the changes being made, but more patient evaluation needs to be 
done. Accessing midnight census data regarding Nurse Daily Engagement and patient 
satisfaction scores will be more reflective of the successes of this project. Unfortunately, census 
data and Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHP) scores 




 In summary, the focus of this quality improvement project was to improve 
communication and patient centeredness, patient inclusion in the healthcare team, and improve 
the patient experience during all phases of the IFT process. All three objectives have been met as 
evidenced by increased daily IFTs and positive staff perception of IFT communication 
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improvements. Through these measures, it can be deduced that patients are receiving more 
specific care after being admitted from the ED to inpatient care. Staff surveys had revealed that 
they have witnessed improvements in IFT communication, which is promising. Further 
assessments need to be conducted in order to evaluate the consistency of IFT communication 
delivery and the effects IFT workflow have had on patient experiences long term  
 Change projects can be complex and offer unique challenges depending on the facility. In 
theory, change should be adopted quickly with enough Evidence-Based Practice supporting 
evidence, but not everyone receives change the same way. Anticipating how difficult it would be 
to develop and maintain staff support throughout the project could not be foreseen. At times it 
felt as though people had greater priorities on their minds and, in addition, it was difficult to 
communicate with ED management after the EMTALA incident. Facing these problems helped 
build an understanding that not all change projects go according to plan and can gain enough 
momentum to make a large impact in an organization. This change project has at least created a 
foundation for future change projects to take place to further improve patient experiences during 
the IFT process. 
 During the 300 hours accrued at Facility X, the clinical liaison who helped facilitate this 
project was one of the biggest assets of this project. The knowledge, care, and teaching ability 
they showed aided to successfully navigate through this change project despite numerous 
roadblocks. Another strength of this quality improvement project was that the ED hospitalists 
and providers who attended the rapid workshop were all willing to implement the changes 
necessary to improve IFT workflow and communication. The workshop went beyond initial 
expectations and the project was trending in the right direction until the EMTALA incident 
mentioned earlier.  
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 The American Nurse Association is a governing body that creates and disseminates 
ethical standards for nurses nationwide. Ethical considerations to appreciate include the right to 
self-determination and justice. The patient’s right to self-determination or the safeguarding of 
autonomy is an important factor in this quality improvement project. The IFT workflow and 
communication improvements were tailored to enhance the patient experience during the IFT 
process and improve patient outcomes. By improving staff to patient communication in the IFT 
process, this allows the patient to be more involved and aware of what is happening during their 
care. Justice was another ethical standard to consider because IFT communication should be 
standardized and congruent for all patients. Pre-intervention patient interviews revealed that 
some patients did not feel involved in the IFT process and had no say in their transfer decision. 
This project looked to minimize these instances and create a better, more inclusive environment 
for all patients. 
Conclusions  
 IFTs will continue to be an important metric to maintain while ED admissions continue to 
increase mainly due to location, representation, and COVID19 trends. With this in mind, IFT 
improvements will need to be maintained in order to keep the key metrics trending positively and 
ED overcrowding to a minimum. The rapid workshop had the most profound impact on the 
microsystem as people were passionate and engaged during the session and implemented what 
was learned into practice. This was evidenced by daily IFT goals being consistently met up to 
this point. The changes made to IFT workflow and communication within the workshop will 
continue to show positive results as more staff members adopt the adjustments to IFT workflow. 
There is hope that patients will continue to be treated well and with the respect they deserve 
during the IFT process and as an inpatient. A recommendation for another group of students to 
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come in to further analyze the qualitative and quantitative data available after the 2020 fiscal 
year is over would be beneficial for the continued success of this project. 
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Section VII 
Appendix A: Real Pt Account 
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Appendix B: ED Interfacility Transfers  
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Appendix C: Nursing Daily Engagement  
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Appendix D: Statement of Determination  
● Title of Project:  
○ Improving Patient Experience During Interfacility Transport Utilizing AIDET and an 
Improve Algorithm 
● Brief Description of Project 
○ Data that Shows the Need for the Project 
■ The data we will be utilizing includes Nursing Daily Engagement scores versus 
HCAHPS standards, patient surveys, and patient experiences.  
○ Aim Statement 
■ We aim to improve patient experience in CPMC (all campuses). The process 
begins with improving the interfacility workflow to include proper 
communication between the healthcare team and patient the instant they arrive in 
our care using the AIDET (Acknowledge, Introduce, Duration, Explanation, and 
Thank you) method and establishing a personal connection with patients. The 
process ends with successful transportation of patient and patient understanding 
of care and reason for transport. By working on the process, we expect to gain 
patients’ trust, alleviate suffering, enhance patients’ well-being, and empower 
patients’ to be involved in their care plan. It is important to work on this now 
because patients have voiced disapproval of their care and a lack of 
understanding of why they need to be transported between campuses. 
○  Description of Intervention(s) 
■ We will be gathering stakeholders together for an eight-hour rapid workshop to 
present an improved interfacility workflow algorithm that includes AIDET 
scripting. 
○ Desired Change in Practice 
■ Staff acceptance of the improved interfacility workflow, improving Nursing 
Daily Engagement scores, and most importantly improving patient experience. 
○ Outcome measurement(s) 
■ We will utilize the Nursing Daily Engagement scores and patient 
satisfaction surveys.  
To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the 
criteria outlined in federal guidelines will be used:  
(http://answers.hhs.gov/ohrp/categories/1569) 
☐   This project meets the guidelines for an Evidence-based Change in Practice Project as 
outlined in the Project Checklist (attached). Students may proceed with implementation. 
☐This project involves research with human subjects and must be submitted for IRB approval 
before project activity can commence. 
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EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST * 
Instructions: Answer YES or NO to each of the following statements: 
Project Title:                                                                                                  
  
YES NO 
The aim of the project is to improve the process or delivery of care with 
established/ accepted standards, or to implement evidence-based change. There 
is no intention of using the data for research purposes. 
x   
The specific aim is to improve performance on a specific service or program 
and is a part of usual care.  ALL participants will receive standard of care. 
x   
The project is NOT designed to follow a research design, e.g., hypothesis 
testing or group comparison, randomization, control groups, prospective 
comparison groups, cross-sectional, case control). The project does NOT follow 
a protocol that overrides clinical decision-making. 
x   
The project involves implementation of established and tested quality standards 
and/or systematic monitoring, assessment or evaluation of the organization to 
ensure that existing quality standards are being met. The project does NOT 
develop paradigms or untested methods or new untested standards. 
x   
The project involves implementation of care practices and interventions that are 
consensus-based or evidence-based. The project does NOT seek to test an 
intervention that is beyond current science and experience. 
x   
The project is conducted by staff where the project will take place and involves 
staff who are working at an agency that has an agreement with USF SONHP. 
x   
The project has NO funding from federal agencies or research-focused 
organizations and is not receiving funding for implementation research. 
x   
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The agency or clinical practice unit agrees that this is a project that will be 
implemented to improve the process or delivery of care, i.e., not a personal 
research project that is dependent upon the voluntary participation of 
colleagues, students and/ or patients. 
x   
If there is an intent to, or possibility of publishing your work, you and 
supervising faculty and the agency oversight committee are comfortable with 
the following statement in your methods section:  “This project was undertaken 
as an Evidence-based change of practice project at X hospital or agency and as 
such was not formally supervised by the Institutional Review Board.” 
x   
ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an 
Evidence-based activity that does NOT meet the definition of research.  IRB review is not 
required.  Keep a copy of this checklist in your files.  If the answer to ANY of these questions 
is NO, you must submit for IRB approval. 
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human 
Research Committee, Partners Health System, Boston, MA.   
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Appendix E: Pre-intervention Survey Results 
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Appendix F: Patient Interview Questions 
 
1. Do you remember who informed you that you were going to transfer? 
2. How long before the provider spoke to you about transfer?  
3. Could you tell us the reason for your transfer? 
4. If so, how did you feel about your transfer? 
5. How long were you in the ED? 
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Appendix G: SWOT Analysis 
 
 SWOT Analysis Chart for Updating Interfacility Transfer (IFT) Worksheets  
STRENGTHS WEAKNESSES 
● IFT scripting has been previously 
developed (room for improvement).  
● Facility well equipped with tools to 
implement (standard workflow). 
● Nurse leadership ready to help. 
● Accountability for responsibility r/t 
IFT. 
● Lack of enthusiasm when dealing 
with IFT. 
● Lack of knowledge of standard IFT 
workflow. 
● Lack of revised and standardized IFT 
script 
OPPORTUNITIES THREATS  
● Improve patient experiences throughout 
IFT from ED to inpatient care 
● Decrease confusion of staff 
responsibilities  
● Improve communication and patient 
knowledge of plan of care  
● Buy-In from staff  
● Time for patients (busy ED) 
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Appendix J: AIDET Framework Tool 
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Appendix K: Post Survey Questions 
 
1. What is your role in the Emergency Department? 
a. Registered Nurse 
b. Provider 
c. Other 




d. Doctorate or higher 
3. How long have you been a nurse or provider?  
a. 0-2 years  
b. 3-6 years 
c. 7-9 years  
d. 10+ years  
e. How long have you been working at CPMC? 




c. If yes, can you please describe how you received that information? 
5. Do you think there has been an improvement in communication of ED to Inpatient 
interfacility transfers?  
a. Yes 
b. No  
6. How comfortable do you feel informing patients regarding their transfers?  
a. Extremely comfortable 
b. Very comfortable  
c. Slightly comfortable  
d. Not at all comfortable 






8. Are you familiar with your department’s interfacility workflow sheet?  
a. Yes 
b. No 
c. If yes, how often do you use it and how accessible is it? 
9. Did you find the AIDET Communication tool and education sessions helpful? 
a. Yes 
b. No 
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Appendix L: Post-Intervention Survey Results 
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